suMMARY Forty-nine patients have undergone combined aortic valve replacement and aortocoronary saphenous vein bypass graft surgery using a technique of distal coronary perfusion. Vein grafts are placed before replacement of the aortic valve, and continuously perfused by siting the proximal anastomoses high on the aortic root or individually perfusing the grafts before proximal anastomosis. Continuous coronary ostial perfusion is used as well during aortic valve replacement. There were 3 (6 1%) operative deaths and 1 (2%) perioperative myocardial infarction.
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A comparison of this technique with other reported results suggests that attention to myocardial perfusion distal to significant coronary artery stenosis may decrease the incidence of perioperative myocardial infarction in patients requiring both aortic valve replacement and coronary bypass graft operation.
We are now being asked to see a significant number
The nature and probable aetiology of the aortic of elderly patients with combined aortic valvular valve lesion were determined from clinical, catheand coronary artery disease. These patients, with a terisation, and operative findings, and are listed in myocardium often damaged by prior infarction and jeopardised by marginal blood flow, have generally been thought to be at increased risk during aortic Eighty-two vein grafts were placed for significant (> 50%) coronary artery stenoses, with or without angina. The distribution of vein grafts is listed in Table 3 Aortic valve replacement and aortocoronary All patients undergoing combined aortic valve re-+CHF 25 1 placement and aortocoronary bypass graft surgery +CHF, syncope 11 2 were placed on high-flow cardiopulmonary bypass Total after median sternotomy incision. The patient was CHF, congestive heart failure. cooled to 30°C on bypass, the heart electricaUy fibrillated, and the aorta cross-clamped. The saphenous vein was removed from the leg and a Table 4 Distribution of vein grafts segment of appropriate length anastomosed proxi-Coronary artery
No. of vein grafts mal-vein-to-distal-coronary-artery using a con--tinuous suture of 6-0 or 7-0 Prolene. The heart was Right nter* Additional grafts were placed as needed in a similar fashion in sequence, thus allowing coronary perfusion between brief periods of aortic crossclamping. In the event of a short or diseased aortic (Fig. 1) . The Total15 aortic root was opened transversely, the coronary ostia cannulated, and the aortic valve replaced from a sudden arrhythmia 12 hours after operation. using continuous coronary perfusion at 30°C in A second patient who underwent associated the beating heart. After valve replacement, any re-ascending aortoplasty for cystic medial necrosis maining proximal anastomoses were then performed died of haemorrhage from a suture line disruption with partial aortic occlusion and with the heart on the 5th postoperative day. 
